Introduction
The national guidelines of the U.S. Department of Health and Human Services (USDHHS) suggest at least 150 min a week of moderately intense physical activity (e.g., a brisk walk; DHHS, 2018) . Despite these recommendations, an estimated one-quarter of Americans do not engage in any type of physical activity (Roesch, Norman, Villodas, Sallis, & Patrick, 2010) , with only one in five (21%) adults meeting the 2018 Physical Activities Guidelines. Western culture contends with these guidelines and dictates a more sedentary lifestyle, by which individuals spend a substantial amount of time in prolonged inactivity (Brownson, Boehmer, & Luke, 2005; Dunstan et al., 2010; Haskell et al., 2007; Howard et al., 2015; Owen, Sparling, Healy, Dunstan, & Matthews, 2010) .
More often than not, individuals are frequently employed in low-activity jobs and spend much of their day sitting, thereby decreasing the amount of movement and muscular activity . Analyses of the National Health and Nutrition Examination Study (NHANES) data (2009) (2010) show the average time spent in sedentary behavior in the form of sitting time was 285 min/day for men and 281 min/day for women (Harrington, Barreira, Staiano, & Katzmarzyk, 2014) . In addition, results from the American Time Use Survey suggest that watching television accounted for about half of time spent in leisure activities by the working adult population (Tudor-Locke, Johnson, & Katzmarzyk, 2010) . Recent population-based estimates of accelerometer-derived sedentary time report that U.S. adults spend an average 54.9% of their waking hours sedentary. There 878587G GMXXX10.1177/2333721419878587Gerontology and Geriatric MedicineBaker et al.
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1 The University of Kansas, Lawrence, USA 2 University at Albany, State University of New York, USA is also a trend for increased sitting time with increasing age for Mexican American and Hispanic females, and non-Hispanic Black (NHB) males, even after adjusting for education. These sedentary lifestyles are uniquely accompanied by short-and long-term health concerns, including increased mortality and susceptibility to more debilitating chronic medical diseases Katzmarzyk, Church, Craig, & Bouchard, 2009) . These finding are all the more apparent particularly when addressing the needs among men.
Epidemiological evidence suggests that (White) men are more likely to engage in vigorous physical activity more than women, regardless of their health status or pain severity (Lakoski & Kozlitina, 2014; Rahim-Williams et al., 2007) . Although pain is recognized as a barrier to performing daily functional tasks, physical activity can serve as both a preventive and protective factor to painful chronic medical conditions (Centers for Disease & Prevention, 2007; Crespo, Smit, Andersen, Carter-Pokras, & Ainsworth, 2000; Howard et al., 2015; Marshall et al., 2007; Roesch et al., 2010) . This corroborates the positive relationship between pain and such illnesses as diabetes mellitus, cancer, depression, hypertension, and obesity (Howard et al., 2015; Marshall et al., 2007; Roesch et al., 2010) . This is all the more relevant when discussing the short-and long-term implications of a painful medical diagnosis, particularly among older adults. The Centers for Disease Control and Prevention (2007) estimate that more than half (54%, 117 million people) of all persons in the United States have at least one chronic disease, with three-in-four adults 65+ years of age reporting two or more medical conditions.
Epidemiology of Pain
With advancing age, individuals are more likely to be diagnosed with a pain-related medical condition(s). Data from the 2010 National Health Interview Survey show that an estimated 19% of U.S. adults report persistent pain, with higher rates shown among women, older adults, and those reporting their health as fair or poor (Kennedy, Roll, Schraudner, Murphy, & McPherson, 2014) . This substantiates the notion that identifying the variability and significance of the pain experience is not without difficulty (Institute of Medicine, 2011 ).
Yet, the difficulty is not in the experience of pain, but rather the operationalization of (chronic) pain, which is multidimensional and does not always account for activity limitations (Von Korff et al., 2016) . The National Pain Strategy has proposed high-impact chronic pain as a significant new classification that characterizes individuals with debilitating chronic pain to those with less impactful chronic pain (Pitcher, Von Korff, Bushness, & Porter, 2018; Von Korff et al., 2016) , which may be directly associated with rates of physical activity. This classification may have both short-and long-term implications in how men, for example, define their pain experience.
Men and Pain
The health status of men continues to be a public health concern. This is observed across domains of physical and mental health, social adjustment, and emotional well-being. Beliefs on the socially contrived messages regarding masculinity and manhood are important to acknowledge in defining said behavioral patterns among this group (Addis & Mahalik, 2003) . These social constructions may increase health risks and risk-taking behaviors, emotional distress, while diminishing healthpromoting behaviors and daily functional tasks (Mahalik, Pierre, & Wan, 2006) . This is similarly projected with certain disease outcomes, such as pain, which may be complicated by experiences throughout the life course.
In documenting these findings, data further show that men are diagnosed with a significant number of terminal chronic diseases (e.g., chronic obstructive pulmonary disease, cancer, HIV/AIDS; Brown, Nicassio, & Wallston, 1989; Hayward, Miles, Crimmins, & Yang, 2000; Kuri-Morales et al., 2009; Orfila et al., 2006) , and experience greater pain intensity relative to their medical diagnosis (Lochner & Cox, 2013; National Center for Health Statistics, 2017 ). Although population-based studies consistently show women reporting greater pain frequency than men (11%-59%; women vs. 10%-49%; men; Fillingim, King, Ribeiro-Dasilva, Rahim-Williams, & Riley, 2009) , other data show sex/gender differences in pain prevalence by disease type. From a listing of 47 chronic pain comparisons (e.g., back pain, migraine, osteoarthritis pain, etc.), Mogil (2012) found that men reported a higher pain prevalence of only one condition compared to 45 comparisons among women. These varied findings acknowledge the inconsistencies of pain reports among both genders.
Specifically, conditions such as chronic prostatitis/ chronic pelvic pain syndrome (CP/CPPS) are shown to be disproportionately diagnosed among men. Data show that by 80 years of age, a substantial number of men will sustain symptomatic outcomes of this disease, causing long-term pain and lower quality of life (Tripp et al., 2004) . Accounting for an estimated 8% and 1% of urology and primary care visits, respectively, more than 90% of men with symptomatic prostatitis are believed to have CP/CPPS, which is neither properly diagnosed nor treated (Zhang et al., 2015) . Similarly, symptoms of more advanced stages of pain-related prostate cancer may go under reported and/or misdiagnosed. These clinical diagnoses attest that men are similarly just as vulnerable in experiencing pain, even when not verbally presented during a clinical assessment (Keogh, 2015) . However, what is known regarding the pain experience among older men in particular remains scarce and conflicting. However, one consistent argument is that pain is often under reported among men. This not only questions the reason(s) as to why some men deny their physical pain, but more importantly the rigid avoidance of stereotypical feminine pain behaviors (Myers, Riley, & Robinson, 2003) . This stereotypic rejection suggests the adoption of a masculine guise that influences mental, physical, and social health and emotional well-being (Galdas, Cheater, & Marshall, 2005; Rice et al., 2017) . This identity further supports the ideal that masculine characteristics (e.g., endurance, stoicism), among men, are more highly regarded than feminine identities (e.g., sensitivity; Samulowitz, Gremyr, Eriksson, & Hensing, 2018 ). Yet, this gendered persona may serve as a protective characteristic defined by semblances of strength and independence and discouraged by actions of weakness (Himmelstein & Sanchez, 2016) . While these characterized representations may be an attempt to conform to prescribed gender roles, they may also serve as a hindrance to men seeking help, thus ignoring more serious medical problems. To the detriment of this gendered group, seeking medical attention often comes too late, whereby the symptoms and disease states are more aggressive and advanced (Orfila et al., 2006; Spiers, Jagger, Clarke, & Arthur, 2003 ).
Yet, while there is evidence documenting gender differences in pain reports in general, pain and physical activity, among men and women, in particular (e.g., Danise, Turk, Martin, Van Domelen, & Patel, 2014) , there remains a lack of data documenting the heterogeneity (within group variability) of the pain experience exclusively among men, independent of physical functioning (Andersson, 1999; Kaur, Stechuchak, Coffman, Allen, & Bastian, 2007) . Therefore, in describing the pain experience, along with identifying domains of the pain and physical activity dyad, this study aimed to evaluate race similarities and/or differences in pain and rates of physical activity among White, Black, and Hispanic men 60+ years of age. As there is a lack of empirical data assessing the pain experience specifically among older men, this study is a significant contribution to extant literature assessing the pain experience and the relationship between pain and physical activity among this gendered group.
Method

Participants
Data were taken from the Health and Retirement Study (HRS), a nationally representative panel survey of community-dwelling adults. The initial sample, drawn in 1992 from a multistage, clustered area probability design of households, targeted individuals born between 1931 and 1941. Follow-up interviews and new cohort additions have occurred at regular intervals and have resulted in a nationally representative sample of American adults 50+ years of age. Specifically, the HRS is a longitudinal panel study that surveys a representative sample of people in the United States. A detailed description of sampling procedures and study design are available elsewhere (see also, http://hrsonline.isr.umich.edu; Heeringa & Connor, 1995; Vasquez, Botoseneanu, Bennett, & Shaw, 2016) .
The sample for the current study included non-Hispanic White (NHW), NHB, and Hispanic men, 60+ years of age, who were interviewed in the 2008 survey. Non-Hispanics of other races (i.e., Asian, American Indians) consisted of less than 2.5% of all respondents and were not included in subsequent analyses. Therefore, the analytic sample included a total 4,486 men. Less than 1% of cases were excluded due to list-wise deletion of missing values.
Measures
Physical activity. Two binary outcome measures (regular moderate/vigorous physical activity and regular light physical activity) were constructed based on a series of questions assessing physical activity/exercise participation. Respondents were asked how often they participated in vigorous exercise, moderate exercise, and mild activity. Vigorous exercise was defined as "sports or activities that are vigorous, such as running or jogging, swimming, cycling, aerobics or gym workout, tennis or digging with a spade or shovel." Moderate activity included "sports or activities that are moderately energetic such as gardening, cleaning the car, walking at a moderate pace, dancing, and floor or stretching exercises." Mild activity was described as "sports or activities that are mildly energetic such as vacuuming, laundry, and home repairs." Response choices for each activity level included "every day," "more than once a week," "once a week," "one to two times a month," or "hardly ever or never." While others (He & Baker, 2005; Tucker-Seeley, Subramanian, Li, & Sorensen, 2009) have combined the different levels of physical activity into one index, for purposes of this study, light and moderate/vigorous were assessed as separate variables to measure differences in the influence pain has on light physical activity versus moderate/vigorous physical activity. Respondents who reported participating in mild activity 2 times a week or more were characterized as regular participants in light activity (0 = once a week or less often; 1 = more than once a week). The moderate/ vigorous activity outcome was similarly defined with respondents who reported exercising moderately or vigorously more than once a week (0 = once a week or less; 1 = more than once a week).
Pain. Pain was measured with two single-item questions: (a) "Are you often troubled with pain?" and (b) "How bad is the pain most of the time: mild, moderate or severe?" Four dummy variables were created to represent each pain level. If respondents answered the first question with "no," they were classified as having "no pain." However, those who responded in the affirmative to the first question were then directed to answer the second question. This then classified participants in experiencing either "mild pain," "moderate pain," or "severe pain."
Covariates
Sociodemographic characteristics. Two sociodemographic variables were included in subsequent models as controls. Age and education were measured as continuous variables (in years), with education included as an indicator of socioeconomic status (SES).
Health variables. Comorbid health conditions was included with an index ranging from zero to eight, thus reflecting the total number of (self-reported) chronic conditions, which included high blood pressure, cancer (excluding skin), diabetes, stroke, heart disease, lung problems, arthritis, and psychological problems. In addition, the effects of functional ability on activity were controlled for with a measure of functional limitations ranging from zero to five (i.e., the total number of affirmative responses in experiencing some difficulty with activities of daily living-bathing, dressing, eating, walking across a room, and getting in or out of bed).
Statistical Analyses
Analyses included a series of bivariate assessments measuring the prevalence of light and moderate/vigorous physical activity, as well as levels of pain and physical functioning between the three race/ethnic groups. Continuous variables are presented as means (standard errors), and categorical values as counts (%). T-tests of unequal variance compared characteristics between race/ ethnicity for continuous variables and chi-square or Wilcoxon-signed rank for categorical variables. Next, logistic regression was used to evaluate race differences in the odds of light and moderate/vigorous activity participation, while adjusting for age, education, health conditions, and physical functioning. The measure of pain was then entered into models to assess its association with physical activity, as well as its role in the reported race differences in physical activity. Finally, an additional set of logistic regression models were estimated to determine the association between pain and physical activity within each of the three race groups. All data were managed and processed using SAS software version 9.3 (SAS Institute, Cary, NC). Results were weighted using HRS respondent-level weights for physical measures including adjustments for sample selection probability and nonresponse (http://hrsonline.isr.umich.edu). A p value <.05 and confidence intervals (CIs) excluding 1.0 were considered statistically significant. The HRS parent study is funded by the National Institute on Aging, and because of the de-identified nature of the data, it was not necessary for data used in the current study to receive Institutional Review Board approval.
Results
Results of the bivariate analyses showed the majority of the sample was NHW (80%) followed by NHB (12%) and Hispanics (8%) men. NHW had more years of education (13.1 ± 3) when compared to NHB (10.8 ± 3.7) and Hispanics (8.6 ± 4.7). Participation in both light physical activity and moderate/vigorous physical activity was most prevalent among NHW men (50.2% and 61.1%) and least prevalent among NHB (32.7% and 56.0%). The rate of moderate/vigorous physical activity among Hispanic men was lower than that among NHWs, but higher than the rate for Black men.
Race differences in pain follow a different pattern. Pain-free prevalence rates are highest among NHB (76.6%) and lowest among Hispanics (70.6%), but not statistically significant. Relatively low rates of moderate pain are observed among NHB (12.9%), while relatively low rates of severe pain are observed among NHW (3.3%). Levels of difficulty with physical functioning were lower among NHW (Table 1) .
As reported in Table 2 , Model 1 shows that after adjusting for group differences in age, education, health conditions and physical functioning, NHWs were more likely to engage in regular light physical activity compared to NHB older adults and Hispanics. In particular, this model shows that compared to NHWs, the odds of engaging in frequent light physical activity were about 47% lower among NHB, odds ratio ( In Model 2 (Table 2) , the association between pain and light physical activity is considered. These results indicate a graded inverse association between levels of pain severity and the odds of regular light physical activity. Neither mild nor moderate pain was significantly associated with light physical activity, while moderate/ vigorous physical activity and moderate pain was associated with a 23% decrease in the odds of moderate/vigorous physical (OR = 0.77; 95% CI: [0.65, 0.92]). Furthermore, accounting for levels of pain may substantially alter the association between race and moderate/ vigorous physical activity.
Data from Table 3 further show that for White men, pain was associated with the odds of physical activity in a graded and inverse fashion, ranging from a 2% (and nonsignificant) reduction among those with mild pain (OR = 0.98; 95% CI: [0.77, 1.24]) to a 23% reduction among those with severe pain (OR = 0.77; 95% CI: [0.51, 1.17]; nonsignificant). In contrast, no clear inverse association between any level of pain and light physical activity was evident among Hispanics. Although the estimated increase in the odds of light physical activity among NHB with moderate and severe pain was 35% and 17%, respectively, the variability of these estimates was substantial enough to render them nonsignificant. Among Hispanics with mild pain, the odds of participating in regular light physical activity were increased by more than twofold relative to those with no pain (OR = 2.83; 95% CI: [1. 24, 6.45] ).
In addition, among NHWs, pain was associated with a 25% reduction on the odds of moderate/vigorous physical activity for those with moderate pain (OR = 0.75; 95% CI: [0.62, 0.92] ). In contrast, among NHB and Hispanics, no level of pain was significantly associated with the odds of moderate/vigorous physical activity. Note. CI = confidence interval; ADL = activities of daily living. *p < .05. **p < .01. ***p < .001.
Discussion
In addressing the pain and physical activity dyad among this group of men, results from this study aimed to understand the general pain experience in older men, while also assessing the relationship between pain and physical activity levels. To facilitate the discussion of these findings, it is important to provide context of what is known (or not) regarding the pain experience of men in general and older men in particular. A recent review by Baker, Minahan, and Atakere (2019) summarizes the multiple domains of the pain experience among men, while similarly highlighting the need for more data documenting how pain is purposely reported and managed among this gendered group. To address some of these domains, findings of this study showed that Black men were less physically active (overall) than their respective counterparts. Scholarly work support this finding showing that those from diverse race groups are less likely to participate in physical activities (e.g., leisure time, occupational) than majority groups (Marquez, Neighbors, & Bustamente, 2010) . This may be a reflection of a number of factors, such as access to resources and the availability of structured recreational activities.
What can be assessed if that physical activity is relatively subjective. Although it was found that Black men were less likely to participate in physical activities, responses by this group may have differed if different questions were asked. For example, the questions asked in this survey may not have fully captured the level of activity whereby Black men are regular participants (e.g., gardening, swimming, etc.). As noted, vigorous to moderate physical activity, for purposes of this study, were defined as exercises such as running, jogging, swimming, cycling, aerobics or gym workout, and so on; with moderate activity described as gardening, cleaning the car, walking at a moderate pace, etc. As defined, these type of activities may not be a typical daily (weekly or monthly) activity that these older men would either participate in (or have an interest in) or have access to (e.g., the gym). As a result, their responses would suggest non-participation.
Another plausible explanation is the adaption of the National Pain Strategy's classification of high-impact chronic pain, which was previously described and represents substantial pain that limits participation in daily activities. Janevic, McLaughlin, Heapy, Thacker, and Piette (2017) acknowledge the significance of this classification in a recent study showing that Black adults (in particular) experience greater pain-related disability than White adults.
Further results from this investigation found that pain increased the odds of physical activity among Hispanic men. This finding suggests that participating in certain types of activities is beyond the biological manifestation of pain, but more so socially and culturally defined. While the data are limited, finding that Hispanic adults continue with their daily activities despite reporting more pain-related physical health outcomes suggests a degree of resilience and/or persistence that may be more apparent for this ethnic and gender group when compared to others. This sends a message that despite the circumstances there is a level of determination and physical strength that circumvents everyday situations (Ruiz, Hamann, Mehl, & O'Connor, 2016) . This is a significant contribution to what we know about the pain and physical activity dyad among older (minority) men. While lifestyle differences, marked by variability in SES and psychosocial characteristics, are significant influences in the pain experience, less is known regarding the intersection of race, gender, and pain particularly among (older) minority men (Green & Hart-Johnson, 2010) . The literature suggests that men, from a diverse race group, are more likely to experience greater functional impairment due to their pain-related diagnosis, have limited access to resources, and experience significant barriers to pain care (Cook, Doksum, Chen, Carle, & Alegria, 2013; Hayward et al., 2000; Welch, Teno, & Mor, 2005) . These are all areas which suggest further investigation.
Although this study showed interesting findings, there are a few limitations that must be acknowledged. First, pain was measured with only two questions, with one of the questions having a more negative connotation. This, of course, did not help capture the full pain experience, such as frequency and/or severity. The binary responses only allowed for merely the presence or absence of the health outcome. Second, the study sample was limited to only men, thereby limiting generalizability of some of the study's findings to women. Another limitation was that the physical activity measure may not have fully captured what it means to be physically active among certain groups. As noted, one's involvement in any form of physical activity is subjective and may differ within and between groups. Finally, data were collected via self-reports and may result in potential reporting bias (e.g., social desirability). Reactions to social desirability may have yielded responses favorable to the participant.
Despite these limitations, the strengths of this study contribute to what is known regarding pain and physical activity among older men. While results complement the current literature, what cannot be ignored is the necessity to further understand how older men experience pain from various social, psychological, behavioral, and/or cultural milieus. With targeted educational pain campaigns, it is important that promotion focuses on endorsing awareness of pain treatment, not as a onesize-fits-all approach, but rather as a medically personalized management program that allows for a more detailed explanation of healthy living, while correcting misconceptions of pain diagnoses among older men. Taking this necessary step may decrease barriers in diagnosing, treating, and managing pain, while encouraging an improved quality of life.
Yet, this cannot be done if older men are not represented in pain research. Despite comparative data suggesting sex/gender differences, we remain uninformed as to why these differences not only occur, but also what can be done to make sure that this aged and gendered cohort have their pain (primary or secondary) adequately managed. By dispelling the stereotypes associated with masculinity and health, we can begin to comprehensively capture the meaning of pain while acknowledging the need for more rigorous models that define the experience. This formative evaluation will contribute to more effective legislation promoting safe and cost-effective approaches to the prevention, treatment, and management of pain among this population. Yet, more importantly, to fully appreciate the gendered pain experience, there must be a commitment to creating a multidisciplinary overview of what it means to first, age as a man; second, recognize the interpretation of pain among men; third, understand the impact pain has in their identity and daily lived experiences; and fourth, establish best practices that confirm more adaptive and healthy coping skills. This approach concedes the need to understand what it means to experience physical pain across the life course. This may begin with funding educational programs, and to incorporate into residency programs, that there is no longer a one-size-fits-all approach to pain care, but rather a more prescribed and personalized medical paradigm, whereby health decisions are tailored to the individual based on predicted risks and health behaviors.
This may similarly apply to what is recommended by the DHHS's 2018 Physical Activity Guidelines for Americans (2nd ed.), where key guidelines specific to older adults suggest a better understanding to how medical conditions impact the older person's ability to perform regular physical activities safely. In the same way, emphasizing the importance of the adult taking part in "multicomponent" physical activity, whereby activity would include aerobic and muscle-strengthening activities (USDHHS, 2018) . This campaigns the benefits of continued physical activity (e.g., reduced cancer risk, improved brain health, reduced risk of falls), while addressing pain outcomes, particularly among older men. This may guide policy, while also adopting a "healthy living, healthy aging" way of thinking.
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